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ABSTRACT
Despite the use of art therapy in clinical practice, its appreciation and reported beneﬁcial results, no instruments
are available to measure speciﬁc effects of art therapy among patients with personality disorders cluster B/C in
multidisciplinary treatment. In the present study, we described the development and psychometric evaluation of
the Self-expression and Emotion Regulation in Art Therapy Scale (SERATS). Structural validity (exploratory
and conﬁrmatory factor analysis), reliability, construct validity and sensitivity to change were examined using
two independent databases (n = 335; n = 34) of patients diagnosed with personality disorders cluster B/C. This
resulted in a nine-item effect scale with a single factor with a high internal reliability and high test–retest reliability;
it demonstrated discriminant validity and sensitivity to change. In conclusion, the SERATS is brief and content-
valid and offers objective and reliable information on self-expression and emotion regulation in art therapy among
patients with personality disorders cluster B/C. Although more research on construct validity is needed, the
SERATS is a promising tool to be applied as an effect scale and as a monitoring tool during art therapy treatment.
© 2017 The Authors Personality and Mental Health Published by John Wiley & Sons Ltd
Introduction
Patients diagnosed with personality disorders (PDs)
have signiﬁcant impairments in self-functioning
(identity of self-direction) and interpersonal
(empathy or intimacy) functioning and have
one or more pathological personality trait domains
(i.e. negative affect, detachment, antagonism,
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disinhibition and psychoticism.1,2 Personality
pathology is characterized by a pervasive pattern of
emotional instability, impulsivity and disturbed
relationships.1,3 These patients are among the most
challenging patients to treat and are often referred
to specialized inpatient settings that often concern
intensive multidisciplinary treatment programmes.4
Art therapy often contributes in such programmes
because art therapy provokes experiences and
feelings (mental states) by the targeted therapeutic
use of various art materials (e.g. clay, drawing and
painting material and wood), techniques and forms
of work (individual and in collaboration) in which
material-interaction and personal expression are
central.5–7 Patients appreciate art therapy and
experience beneﬁcial results.8–10 Group (art) therapy
may address important avoidant interpersonal
strategies of PD or that the ability to tolerate,
mentalize and manage social interactions can be
improved by dealing with interpersonal challenges
and encounters within the group in the long run.11,12
Despite its use in clinical practice, its
appreciation by patients and its reported positive
outcomes, very little empirical studies substantiate
this intervention. The studies on effects of art
therapy are poor at best.13 Several reasons could
be brought forward to enable understanding of this
lack of evidence: art therapy hardly has a research
tradition and is offered mostly in combination
with other forms of therapy, making it complex
to isolate its effects.14 Moreover, empirical studies
examining the effects of art therapy or treatments
that include art therapy use instruments focusing
on symptoms, personality or coping skills that do
not yield much information on its speciﬁc effects.
To our knowledge, no instruments are available to
isolate and measure the effects of art therapy in
multidisciplinary treatment programmes. The few
available diagnostic scales in art therapy, such as
the Diagnostic Drawing Series15 or the Art-based
Intervention Self-report Questionnaire on the art-
making experience,16 are assessment tools and not
speciﬁcally suited tomeasure the effects of art therapy
treatment. In general, there is need for further
evaluating treatment approaches for patients with
PDs.17 To do so for art therapy, what it is needed
are speciﬁc scales for monitoring and measuring the
contribution of art therapy in multidisciplinary
programmes.16,18 Such scales will stimulate the
quality of art therapy and stimulate insight in the
contribution to the treatment process as such.
Our aim is to develop an instrument to measure
perceived effects of art therapy among PD patients
with emotional and self-regulation problems. The
instrument should be short so as not to become a
burden for the patient. A short easy-to-use
instrument to be completed repeatedly is not
expected to be of great interference on the often
unstable therapeutic relationships with PD
patients. The instrument should have adequate
psychometric qualities, i.e. internal reliability,
clear construct validity; further, it should be able
to measure changes over time. In this article, we
describe the development of the Self-expression
and Emotion Regulation in Art Therapy Scale
(SERATS).
Study 1: Scale development and conﬁrmation
In this ﬁrst study, our aim was to construct an
instrument measuring speciﬁc effects of art therapy
on patients with a PD cluster B/C. We focused on
patients with PD cluster B and/or C, because these
PD clusters are the most prevalent1 and common
group-based treatment programmes for PD often
recruit poorly functioning patients covering a
range of personality pathology.11 A large part of
the art therapists work with this target group,
and despite the consensus on this, there is little
evidence about the added value. On the basis of
the result of a previous study on the perceived
effects of art therapy,9 we constructed an item
pool, with as goal to develop an instrument with
an adequate internal structure and a small number
of items. Internal structural validity was analysed
by exploring the factor structure as described in
the consensus-based standards for the selection of
health-measurement instruments.19 In a second
analysis, we tried to conﬁrm this structure.
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Method
Participants and procedure. A total of 335 adult
patients with at least one diagnosis of a PD cluster
B/C from ﬁve different mental health centers in
the Netherlands participated in this study. All
patients were from specialized PD services. Main
diagnoses were borderline PD (16.9%), unspeciﬁed
PD (41.4%) and avoidant PD (16.5%). Less
frequent diagnoses were dependent PD (4%),
obsessive–compulsive PD (3.2%) and narcissistic
PD (0.7%). The age of the participants varied from
18 to 61 years with a mean of 34.5 years
(SD = 9.8 years); 251 participants were female
(75%) and 84 were male (25%). All participants
received art therapy as part of a multidisciplinary
treatment programme of PD. Besides art therapy,
this programme consisted of cognitive-based
therapy, individual as well as in a group, sometimes
psychomotor therapy, music therapy and/or
rehabilitation counselling. All patients who agreed
to participate signed an informed consent form,
and they were asked to ﬁll in the questionnaire.
Materials. In a previous study, the authors
explored the perceived effects of art therapy in
the treatment of PDs, cluster B/C.9 In this
qualitative study, we applied the method of
grounded theory, e.g. by applying unstructured
interviews and focus groups, to assess what PD
patients experienced as a result of art therapy.
On the basis of this study, a conceptual
framework on art therapy effects among
patients with PD was constructed. This
conceptual framework incorporated improved
sensory perception, personal integration,
improved emotion regulation, behaviour change
and insight/comprehension. On the basis of
this framework, content-valid statements were
formulated, resulting in an initial pool of 26 items.
An evaluation of this set was performed in two
feedback panels with the aim to assure content
validity and usability. The ﬁrst panel consisted of
seven experts working with the patients with PD
(i.e. four art therapists and three psychologists).
This panel was asked to evaluate the possible
ambiguities in the items, as well as the readability,
comprehensiveness and relevance for art therapy
evaluation. As a result, we decided to re-word ﬁve
items, by changing statements from negative to
positive and removing multi-interpretable wording.
The revised set of items was presented to the second
panel that consisted of nine persons (i.e. two
research professionals, one professional test designer
and six patients, four female, two male, aged 22–
55 years, from the intended target group). This
panel was asked to evaluate the items with the focus
on usability in clinical practice, readability and
clarity of formulation. This resulted in small
grammatical changes to three items, making them
more clear and unambiguous. Both panels shared
the opinion that the items sufﬁciently represented
the perceived effect of art therapy. On the basis of
the advices of the feedback panels, we had a pool
of 26 items with a ﬁve-point Likert scale deﬁned
as 1 (Never true), to 5 ((Almost) always true) with
positive and negative formulated items.
Analysis. We performed factor analysis out of
the pool of 26 items. The analysis consisted of
two steps: exploratory and conﬁrmatory factor
analyses. Because carrying out exploratory factor
analyses (EFA) and conﬁrmatory factor analysis
(CFA) on the same data is not appropriate, we
randomly split the sample (n = 335) in two sets
of approximately 50% of the cases. Random
selection was performed without replacement;
hence, there was no overlap in the two sets.
In step 1, we performed EFA to ﬁnd out how
many factors were present in the data and to limit
the amount of items. The model was estimated
with SPSS 22 (Chicago, IL, USA)20 with as
method VARIMAX rotation. We performed three
analyses. First, we tested for the number of factors
by inspection of the scree plot; second, we forced
that number of factors on the data. Items with factor
loadings below 0.7 were deleted to develop a short
instrument with a small number of items and an
adequate internal structure. Third, we analysed
the subset of items again, to ﬁnd out whether all
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factor loadings were above 0.7 and whether we
could maintain the original factor structure.
In step 2, we performed a CFA using LISREL 9.2
(Skokie, IL, USA)21 in order to test the
conclusions from the EFA. The model parameters
were estimated with the full information maximum
likelihood method in LISREL. The factor models
were evaluated with the chi-squared test (χ2) and
the root mean square error of approximation
(RMSEA). A model with a p-value, for the χ2,
higher than 0.05 was considered to be a suitable
model. In addition, a model with RMSEA less
than 0.08 is generally regarded as an acceptable
model.22,23 If a model did not ﬁt, we searched for
the model modiﬁcation that improved the ﬁt most,
using the modiﬁcation index. We modiﬁed the
factor model, until an acceptable—in terms of ﬁt
—model was found. When an item had a factor
loading less than 0.7, the item was removed and
the CFA was started from scratch.
Results
Exploratory factor analysis. The sample of 335
patients was automatically at random divided into
two sets. In dataset 1 (n = 159), the ﬁrst EFA
(performed on 26 items) resulted in a scree plot
that showed a breaking point at the second
component. The eigenvalue of the ﬁrst
component was 11.9, while the ﬁve subsequent
components had an eigenvalue of respectively
1.5, 1.2, 1.0, 1.0 and 0.9. This indicated one
underlying component, which accounted for
45.93% of the variance. Selection of items with
a loading higher than 0.7 resulted in 10 items.
We performed a second EFA on these items.
Again, the scree plot indicated one underlying
component. This component explained 64.6% of
the variance. The lowest loading was 0.72, and
the highest loading was 0.86.
Conﬁrmatory factor analysis. For the CFA, we
used the other random half of patients (n = 176).
We estimated a single factor model with the 10
items, assuming a simple structure (no correlated
errors). We rejected this model on the basis of
the ﬁt measures, χ2 (df = 35) = 102.25,
p = 0.000, RMSEA = 0.105. Next, we ran three
models and added the following correlated errors
(one-by-one): between items 9 and 10, between
items 2 and 8, and between items 2 and 4. Despite
its poor ﬁt, χ2 (df = 32) = 57.27, p = 0.004,
RMSEA = 0.067. We accepted the third model,
because the poor ﬁt was probably due to the high
power to detect misspeciﬁcations. Saris, Satorra,
& van der Veld24 showed that the power to detect
misspeciﬁcations in factor models with high factor
loadings (i.e. >0.8) was high with a larger chance
to be rejected. The factor loadings in the
estimated model ranged from 0.58 to 0.84. We
removed item 10 because the factor loading of this
item was lower than 0.7 (0.58). Next, the analysis
was repeated. That ﬁt of the third model was
acceptable24: χ2 (df = 24) = 24.75, p = 0.022,
RMSEA = 0.062. The item names, item
formulations and the estimated standardized factor
loadings are shown in Table 1. The factor loadings
ranged from 0.71 to 0.90. The correlated errors
were all small, the largest being 0.12.
It followed from the EFA and CFA that the
scale had nine items with one underlying factor;
see Table 1 for item formulations and loadings
for this factor.
Discussion
On the basis of the EFA and the CFA, we have
constructed a brief nine-item scale with one
underlying dimension. The content of the ﬁnal
items is focused on experiencing, becoming aware
and expressing feelings, regulating emotions/
feelings (letting out, making fall into place or
holding on to) by applying new behaviour and
gaining insight, all in relation to the art therapy
experience. These items are linked to important
difﬁculties of PD, e.g. identity of self-direction,
emotional instability, impulsivity and pathological
personality trait domains such as negative affect,
detachment or disinhibition.1–3 Because the
main focus of the scale is self-expression and
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emotion regulation, we named the scale the
SERATS.
Study 2: Scale reliability and validity
In study 2, we assessed the internal consistency,
the test–retest reliability and the construct validity
of the nine-item SERATS. In the exploration of
construct validity, we focused on a general
questionnaire of mental health complaints
(Outcome Questionnaire 45 (OQ45)) and a
speciﬁc outcome questionnaire on acceptance
and experiential avoidance (Acceptance and
Action Questionnaire-II (AAQ-II)). Art
therapists consider both outcome measures as
relevant. However, if the SERATS has adequate
construct validity, its scores should not be
identical to the outcomes of the OQ45 and the
AAQ-II. The choice for the OQ45 was based on
the fact that it is one of the 10 instruments most
frequently used by practitioners in the USA to
measure clinical outcomes26 and is often used in
clinical outcome research for a broad target group
for measuring general symptoms and distress.27
The AAQ-II seemed an interesting measure
because of its possible link between the unique
experiential situation in art therapy and the
concept of experiential acceptance (vs.
avoidance). Experiential avoidance is considered
to play a central role in the course and
development of psychopathology, including
PDs.17,28
Method
Participants and procedure. We used the original
sample from study 1 (n = 335) and constructed
two subsamples (selection on base of sequence of
entry). The ﬁrst subsample consisted of 75 patients
who were invited to complete the same
questionnaire twice within a short period of 1–
3 weeks to examine the test–retest reliability.
The age of these participants varied from 19 to
61 years with a mean of 36.03 years
(SD = 11.4 years); 62 participants were female
(83%), 13 were male (17%). The second
subsample consisted of 64 participants. This
subsample of patients completed not only the
SERATS but also the OQ45 and the AAQ-II
(construct validity). The age of these participants
varied from 19 to 55 years with a mean of
32.9 years (SD = 8.69 years); 45 participants were
female (70%), 19 were male (30%). These data
were collected during a 4-month period.
Table 1: Results of the ﬁnal1 CFA on nine items of the Self-expression and Emotion Regulation in Art Therapy Scale2
Item Item formulation2 Loading
01 I get in touch with my feelings through the process of making art 0.83
02 I am able to depict my feelings in art therapy 0.84
03 Through the process of making art, I am able to discover what is at play within me 0.79
04 I am able to express my feelings through the process of making art 0.90
05 I am able to make things fall into place in the art 0.79
06 Making art is a kind of outlet for me 0.72
07 A piece of art I have created can help me hold on to a particular feeling 0.73
08 I apply the new behaviour I have been experimenting with in art therapy outside of the therapy setting 0.71
09 I gain greater insight into my psyche through art therapy 0.86
Note: CFA, conﬁrmatory factor analysis.
1This model had three correlated errors: between items 2 and 8, between items 4 and 9 and between items 6 and 9.
2The instrument translation process included back-translation.25
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Instruments. The AAQ-II29 is a self-report
questionnaire used to measure acceptation and
experiential avoidance. Experiential avoidance is
avoiding unpleasant inner experiences, such as
thoughts, feelings and physical sensations.
Psychological ﬂexibility is the current and
overarching term to describe this model, deﬁned
as the ability to contact the present moment and
the thoughts and feelings it contains without
needless defence, and, depending upon what the
situation affords, persisting or changing in
behaviour in the pursuit of goals and values.30
The AAQ-II consists of 10 items (e.g. ‘I’m afraid
of my feelings’ or ‘I am in control of my life’) with
a Likert scale from 1 (never true) to 7 (always true),
with higher scores indicating greater levels of
psychological ﬂexibility. The internal consistency
is good.29,31,32
The OQ45 (27,33;) was used to measure general
mental health functioning with a total score (0–
180) and four subdomain scores: ‘symptom
distress’, ‘interpersonal relations’, ‘social role’ and
‘anxiety and somatic distress’. The OQ45 consists
of 45 items (e.g. ‘I get along well with others’ or
‘I blame myself for things’) scored on a ﬁve-point
scale. A high score suggests a high degree of
symptoms. Reliability and validity estimates are
good.27
Analysis. The nine-item SERATS was evaluated
on the internal consistency (i.e. Cronbach’s alpha
and the test–retest reliability using Pearson’s r
correlation coefﬁcient). Next, the sum scores of
the SERATS were correlated to the total scores
on the AAQ-II and the OQ45. These analyses
were performed with SPSS 22.
Results
Reliability analysis. We evaluated both the
internal consistency (with Cronbach’s alpha)
and the test–retest reliability. For the estimation
of the internal consistency, we used the total
sample (n = 335). Cronbach’s alpha of the nine
items was 0.94. This could not be improved by
removal of one of the items. The test–retest
correlation (n = 75) was r = 0.96.
Construct validity. The correlations between the
SERATS on the one hand and the AAQ-II and
the OQ45 total score on the other were small
(n = 64) (Table 2).
The overall small correlations indicated that
the SERATS measured something else than the
OQ-45 as well as the AAQ-II. The only
signiﬁcant correlation concerned a negative
correlation between the SERATS and the OQ45
‘social role’ subscale (r = 0.398, p < 0.00).
Higher scores on the SERATS correlated with
lower scores on social role, meaning less difﬁculty
in social roles.
Discussion
The SERATS had a high internal consistency and
high test–retest reliability and demonstrated
adequate construct validity in relation to the
AAQ-II and the OQ45, meaning it demonstrated
Table 2: Pearson correlations between the SERATS, the AAQ-II and the OQ45
AAQ-II OQ45
Symptom distress Interpersonal relations Social role Anxiety and somatic distress Total
SERATS 0.136 .212 .015 .398 .147 .224
Sig. (2-tailed) 0.28 0.09 0.90 0.00 0.25 0.08
Note: AAQ-II, Acceptance and Action Questionnaire-II; OQ45, Outcome Questionnaire 45; SERATS, Self-expression and
Emotion Regulation in Art Therapy Scale.
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discriminant validity with the AAQ-II and the
OQ45 total score. This indicated that the
SERATS has added value; it seems to measure a
concept with only some similarity. The SERATS
does not measure exactly the same as general
mental health functioning nor ‘acceptance and
experiential avoidance’. A possible explanation
for this is that the OQ45 items focus on general
mental distress that the AAQ-II items focus
mainly on cognitive processes (negative thoughts,
worries, remembrances, felt control in life and
reactions to feelings), whereas experiential
activity in art therapy is much less cognitive; it is
often less conscious and focused on acceptance
of feelings as well as here-and-now awareness.5,9,34
The comparison between a speciﬁc measure
(linked to the intervention of art therapy) and a
more general measure can be complicated.
The only signiﬁcant correlation found between
the SERATS and the OQ45 ‘social role’ subscale.
Less difﬁculty in social roles correlated to a higher
score on the SERATS. This could mean that
improved self-expression and emotion regulation
are related to fewer conﬂicts, a more balanced
regulation of stress in social roles.
The main ﬁnding here is that the SERATS
measured something unique. More research is
needed to examine the exact spectrum of the
SERATS and its speciﬁc aspects of mental health.
Study 3: Sensitivity to change
The objective of study 3 was to evaluate whether
the SERATS is sensitive to monitor individual
changes over time in individuals who participated
in art therapy.
Method
The design of the study was a pre-test–post-test
design without control group. In between the
pre-test and post-test, participants received art
therapy, lasting for 13 weeks. The art therapy
intervention programme consisted of a weekly
session of art therapy of 1–1.5 h, described in an
art therapy manual: ‘Don’t act out, live through’.35
This art therapy programme was based on
dialectical behaviour therapy36 and schema
focused therapy.37 To test the hypothesis that
scores on the SERATS changed over time, a
paired samples t-test was performed in SPSS 22.
Participants and procedure. Thirty-four patients
diagnosed with (at least one) PD from the B/C
cluster agreed to participate in this study
(informed consent). Recruitment took place in
an expert centre for treatment of PDs. All patients
whose treatment would last at least another
3 months were asked to participate. These patients
were either involved in day-clinic treatment or
outpatient treatment, which involved art therapy.
Six patients dropped out during this study, only
two of them with reasons related to the
questionnaire itself: not willing to ﬁll in or did
not return the questionnaires. The age of the
participants (n = 28) varied from 20 to 60 years
with a mean of 37.1 years (SD = 12.68 years).
Results. The difference between the pre-test
(M = 3.42, SD = 0.59) and the post-test
(M = 3.72, SD = 0.51), was t(27) = 3.13,
p < 0.004. The effect size (d = 0.60) was large.38
Discussion
The SERATS was sensitive to change. Patients in
art therapy reported at the start of their treatment
poorer scores than after 12 weeks. Moreover, the
results showed a large effect size, suggesting that
the change is reliable. The sensitivity to change
indicated that this scale can monitor art therapy
over time. On the basis of this ﬁnding as well as
on this ﬁrst experiences in practice, the timing of
when to ask patients to complete the SERATS
would be at the start of art therapy (session 1–3)
and then with terms of 12 weeks each until
ﬁnishing art therapy treatment. The full clinical
relevance has yet to be evaluated because patients
in this sample had been exposed to art therapy
previously, and art therapy was part of a larger
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treatment programme that both may have
inﬂuenced the results. Nevertheless, this analysis
examined the sensitivity to change of the
SERATS and not the effect of art therapy. Further
research will be needed to fully explore the
clinical utility of this scale.
General discussion
In a series of analyses, we have developed and
tested the psychometric properties of the
SERATS. The focus of the scale is on self-
expression and emotion regulation. The SERATS
appears to be a brief, content valid,
unidimensional nine-item scale with high internal
consistency and high test–retest reliability. The
SERATS could be completed at the start of art
therapy (session 1–3) and then with terms of
12 weeks each until ﬁnishing art therapy
treatment. The SERATS demonstrates adequate
construct validity and is sensitive to change. All
the statistics are promising: the SERATS could
be potentially a powerful instrument in measuring
and monitoring perceived effect of art therapy
during treatment.
The items of the SERATS are explicitly related
to art therapy in order to isolate perceived effect of
art therapy with this questionnaire. The focus of
the scale on self-expression and emotion
regulation is relevant for PD patients as these are
the main difﬁculties for these patients who have
signiﬁcant impairments in self and interpersonal
functioning and have one or more pathological
personality trait domains.1,2 Self-expression
concerns the authentic expression of one’s own
personality and feelings, in painting, poetry or
other creative activity.39 Art therapy for PD
patients is focused on discovering, improvising
and intuitively acting during the art process,
envisaging the own artwork as self-product and
active reﬂection on the art process and
product.40,41 The analogy between the art process
and product with functioning in daily life can be
examined,42 and a mindful self-dialogue can be
stimulated by self-expression in art.43,44 Emotion
regulation implies the recognition and acceptance
of emotions, problem solving and reappraisal,
which appear to be protective against
psychopathology (opposite of dysregulation:
suppression, avoidance and rumination).45–47
The regulation of emotion in art therapy is partly
intentional and explicit because cognitive control
and reﬂection can take place during and after the
art-making process. At the same time, the process
is also implicit and less conscious because
unintended personal themes are being triggered
in the process of art making. Material interactions
can bring up emotional responses on often less-
conscious levels. Contradictive feelings and
ineffective modes can become visible in the
artwork, after which the artwork is replaced or
edited according to preferred feelings and effective
modes, giving meaning through objects in the
form of pieces of artwork and explicitly reﬂecting
on it.5,9,48 These strategies stimulate reappraisal,
acceptance and integration of these feelings,
corrective experiences, increased insight and
decision-making.12,49,50 The added value of art
therapy in multidisciplinary treatment
programmes may be especially this implicit self-
expression and emotion regulation process.
This study has several limitations. First, the
exploration of the construct validity of the
SERATS is rather weak because we compared
our results only with the OQ45 and the AAQ-II.
We presume that the SERATS measures
something else and that changes over time on
the SERATS are an indication of the progress
the patient has made in art therapy. Both
assumptions need more research. Second, the
SERATS does not offer a zero measurement: the
patient is questioned about his or her experiences
in art therapy and has to experience this at least
during one or two sessions. Also, the SERATS
cannot be used among patients not receiving art
therapy, because the items refer to art therapy.
The strength of this study is that we developed
and tested our scale in and with the effort of the
target group of patients with PD in specialized
mental healthcare practice. Experienced effects
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of art therapy as reported by patients are present
and recognizable in the content of our scale, and
this makes it usable and promising in art therapy
research and practice.
Concerning the content of our instrument,
some questions need further exploration. Future
research should examine whether the SERATS
indeed measures self-expression and emotion
regulation in art therapy, as main difﬁculties for
PD patients.2 We have to determine whether
changes during therapy imply real and wanted
treatment effects, distinguishable from satisfaction
or the experienced quality of the therapeutic
relation. It is also possible that the scale is
measuring attitudes or experiences regarding art
making. To initially explore these ﬁrst questions
about what the SERATS is measuring, we
performed some additional analyses. We
examined correlations between the SERATS
and speciﬁc items of the former item pool with
content related to experienced beneﬁts of art
therapy (overall beneﬁt and daily, emotional
and social functioning), relationship with the
therapist and the familiarity with the art media.
The SERATS correlated most with overall
beneﬁt of art therapy and improvement of
emotional functioning. There was no correlation
between the SERATS and the items about the
relationship with the therapist and the familiarity
with the art media. The nine items of the
SERATS seem to be focused on getting in touch
with feelings, to learn to express these feelings, to
gain insight and understanding, and developing
and practicing new behaviour. In the SERATS,
the patient scores the level to which he succeeds
to express, understand and regulate emotions and
behaviour through art therapy. The question
remains if the SERATS functions as an effect
measure or as an evaluation of art therapy. We
need to examine whether the SERATS indicates
changes unique to art therapy. Finally, more
research is needed to set up standards indicating
whether individual scores should be considered
high or low and whether those scores have
clinical relevance, helping therapist and client
to monitor the course of therapy. If all the
mentioned questions will obtain positive and
empirically straightforward answers, we may
conclude that the SERATS is relevant to be used
to evaluate progress in art therapy in
multidisciplinary treatment programmes and
identify aspects in therapy that need amelioration
and to improve the quality of the treatment
programme as a whole.
The implications and considerations for
practitioners in PD services for the use of the
SERATS can be found on different levels. For
the art therapist, it can be a tool for reﬂection on
his/her therapeutic efﬁcacy and discussing the
outcomes and the progress with the patient. The
use of feedback in treatment can empower patients
because of an increased sense of ownership of their
own change process, and it may result in faster
progress, or may be especially effective for ‘not
on track’ patients.27 Discussing the results with
the patient may stimulate the therapeutic
relationship and have a positive impact on the
insight of his or her own problems. This might
be of importance for PD patients who often lack
a sense of ownership due to self, emotion and
behaviour regulation problems. For PD patients,
discussing results with their therapist may
stimulate self-insight and ‘reframing’ their very
often-negative self-image.51 Therapist alliance,
engagement and conﬁdence within the group
setting are basic elements in a group therapy
process. Monitoring therapy experience is a
central issue in PD treatment.11 Poor treatment
adherence is an often described central challenge
of Borderline PD.52
Using the SERATS promotes the participation
of the patient and can lead to adjustment and
acceleration of the therapy.53,54 Some of the
patients and art therapists involved in these
studies shared their ﬁrst experiences with the use
of the SERATS through a survey. They
mentioned that the SERATS meets the standards
of clarity, readability, speciﬁc for PD and art
therapy and its usability in practice. The preferred
frequency of using this instrument was 3 months;
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both groups of users stated that more frequent use
would interfere with the therapy and less frequent
seemed less useful. The art therapists mentioned
that the SERATS was helpful in the evaluation
of their patients. Discussing the results with
patients was most helpful with patients who did
not speak out easily or with who the therapeutic
relationship was difﬁcult. Art therapists
mentioned that it stimulated awareness and
reﬂection in the PD patients that matched well
the treatment goals of the PD patients. A possible
limiting factor therapists mentioned was the
involved time investment. We stress the need for
future research on the SERATS. When art
therapists want to use the SERATS in PD
treatment, we recommend to discuss the result
with the individual patient to stimulate the
therapeutic relationship and to stimulate PD
patients in healthy interpersonal functioning and
cooperation in decision-making concerning their
own treatment process.
In short, we developed the SERATS as a
speciﬁc art therapy instrument measuring self-
expression and emotion regulation in patients
with PD cluster B/C. Measuring outcomes of art
therapy is important for several reasons and the
SERATS offers objective, reliable and valid
information, although more research is needed.
As an external assessment on art therapy, it offers
an therapeutic value in practice when making use
of the feedback in the therapeutic relationship, it
makes it possible to monitor art therapy and
contribute to quality improvement of art therapy.
Doing so, the SERATS contributes to the
improvement of mental health care aimed at a
healthy emotional functioning for patients with
severe self-expression and emotion regulation
problems.
References
1. American Psychiatric Association. Handboek voor de
classiﬁcatie van psychische stoornissen (DSM-5) [Diagnostic
and statistical manual of mental disorders (5th ed.)]. Dutch
translation. Amsterdam: Uitgeverij Boom, 2014.
2. Linehan MM. Cognitive-behavioural treatment of borderline
personality disorder. New York: Guildford Press, 1993.
3. Lieb K, Zanarini MC, Schmahl C, Linehan MM, &
Bohus M. Borderline personality disorder. Lancet 2004;
364(9432): 453–61.
4. Verheul R, & Herbrink M. The efﬁcacy of various
modalities of psychotherapy for personality disorders: A
systematic review of the evidence and clinical
recommendations. Int Rev Psychiatry 2007; 19: 25–38.
5. Van den Broek E, Keulen-de Vos M, & Bernstein D. Arts
therapies and schema focused therapy: A pilot study. Art
Psychother 2011; 38(1): 325–32.
6. Haeyen S. De Gezonde Volwassene verstevigen in
beeldende therapie. In: Claassen A, & Pol S (eds).
Schematherapie en de Gezonde Volwassene. Positieve
technieken uit de praktijk [schema therapy and the healthy
adult. Positive techniques from practice], pp. 157–73.
Houten: Bohn Staﬂeu van Loghum, 2015.
7. Johns S, & Karterud S. Guidelines for art group therapy
as part of a day treatment program for patients with
personality disorders. Group Anal 2004; 37(3): 419–32.
8. Eren N, Ögünc NE, Keser V, Bıkmaz S, Sahin D, &
Saydam B. Psychosocial, symptomatic and diagnostic
changes with long-term psychodynamic art
psychotherapy for personality disorders. Art Psychother
2014; 41(4): 375–85.
9. Haeyen S, van Hooren S, & Hutschemaekers G.
Perceived effects of art therapy in the treatment of
personality disorders, cluster B/C: A qualitative study.
Art Psychother 2015; 45: 1–10.
10. Karterud S, & Urnes O. Short-term day treatment
programmes for patiënts with personality disorders.
What’s the optimal composition? Nord J Psychiatry
2004; 58(3): 243–9.
11. Kvarstein EH, Nordviste O, Dragland L, & Wilberg T.
Outpatient psychodynamic group psychotherapy –
Outcomes related to personality disorder, severity, age
and gender. Personal Ment Health 2017; 11: 37–50.
12. Springham N, Findlay D, Woods A, & Harris J. How
can AT contribute to mentalization in borderline
personality disorder? Int J Art Theory Inscape 2012;
17(3): 115–29.
13. ZiN, Zorginstituut Nederland. Vaktherapie en
dagbesteding in de geneeskundige GGZ [Arts therapies
and occupational therapy in the mental health care].
Report 2015014148, 2015.
14. ReynoldsM, Nabors L, &QuinlanA. The effectiveness of
art therapy: Does it work?Art Ther 2000; 17(3): 207–13.
15. Fowler JP, & Ardon AM. Diagnostic drawing series and
dissociative disorders: A Dutch study. Art Psychother
2002; 29(4): 221–30.
16. Snir S, & Regev D. ABI—Art-based Intervention
Questionnaire. Art Psychother 2013; 40: 338–46.
12 Suzanne Haeyen et al.
© 2017 The Authors Personality and Mental Health Published by John Wiley & Sons Ltd 12: 3–14 (2018)
DOI: 10.1002/pmh
17. Chakhssi F, Janssen W, Pol SM, van Dreumel M, &
Westerhof GJ. Acceptance and commitment therapy
group-treatment for non-responsive patients with
personality disorders: An exploratory study. Personal
Ment Health 2015; 9: 345–56.
18. Slayton SC, D’Archer J, & Kaplan F. Outcome studies
on the efﬁcacy of art therapy: A review of ﬁndings. Art
Ther 2010; 27(3): 108–18.
19. Mokkink LB, Terwee CB, Patrick DL, Alonso J,
Stratford PW, Knol DL et al. The COSMIN checklist
for assessing the methodological quality of studies on
measurement properties of health status measurement
instruments: An international Delphi study. Qual Life
Res 2010; 19: 539–49.
20. IBM Corp. IBM SPSS Statistics for Windows, version 22.0.
Armonk, NY: IBM Corp, 2013.
21. Jöreskog KG, & Sörbom D. LISREL 8.8 for Windows
[computer software]. Skokie, IL: Scientiﬁc Software
International, Inc., 2010 Download 9.2.
22. Hu LT, & Bentler PM. Cutoff criteria for ﬁt indexes in
covariance structure analysis: Conventional criteria
versus new alternatives. Struct Equ Model 1999; 6(1):
1–55.
23. MacCallum RC, Browne MW, & Sugawara HM. Power
analysis and determination of sample size for covariance
structure modeling. Psychol Methods 1996; 1(2): 130–49.
24. Saris WE, Satorra A, & van der Veld W. Testing
structural equation models or detection of
misspeciﬁcations? Struct Equ Model 2009; 16: 561–82.
25. Maneesriwongul W, & Dixon JK. Instrument translation
process: A methods review. J Adv Nurs 2004; 48: 175–86.
26. Hatﬁeld DR, & Ogles BM. The use of outcome measures
by psychologists in clinical practice. Prof Psychol Res Pract
2004; 35: 485–91.
27. De Jong K, Nugter M, Polak M, Wagenborg J,
Spinhoven P, & Heiser W. The outcome questionnaire
(OQ-45) in a Dutch population: A cross-cultural
validation. Clin Psychol Psychother 2007; 14: 288–301.
28. JacobGA,OwerN,&BuchholzA.The roleof experiential
avoidance, psychopathology, and borderline personality
features in experiencing positive emotions: A path
analysis. J Behav Ther Exp Psychiatry 2013; 44: 61–68.
29. Jacobs N, Kleen M, de Groot F, & A-Tjak J. Het meten
van experiëntiële vermijding. De Nederlandse versie van
de Acceptance and Action Questionnaire-II (AAQII)
[Measuring experiential avoidance. The Dutch version
of the acceptance and action questionnaire-II (AAQII)].
Gedragstherapie 2008; 41: 349–61.
30. Hayes S, Luoma F, Bond A, Masuda J, & Lillis J.
Acceptance and commitment therapy: Model, processes
and outcomes. Behav Res Ther 2006; 44: 1–25.
31. Bond F, Hayes S, Baer R, Carpenter K, Guenole N,
Orcutt H et al. Preliminary psychometric properties of
the Acceptance and Action Questionnaire—II: A
revised measure of psychological ﬂexibility and
acceptance. Behav Ther 2011; 42: 676–88.
32. Fledderus M, Oude Voshaar M, ten Klooster P, &
Bohlmeijer E. Further evaluation of the psychometric
properties of the Acceptance and Action
Questionnaire-II. Psychol Assess 2012; 24: 925–36.
33. Lambert M, Burlingame G, Umphress V, Hansen N,
Vermeersch D, Clouse G et al. The reliability and
validity of the Outcome questionnaire. Clin Psychol
Psychother 1996; 3: 249–58.
34. Horn E, Verheul R, Thunnissen M, Delimon J, Soons M,
Meerman A et al. Effectiveness of short-term inpatient
psychotherapy based on transactional analysis with
patients with personality disorders: A matched control
study using propensity score. J Pers Disord 2015; 29(5):
663–83.
35. Haeyen S. Niet uitleven maar beleven, beeldende therapie bij
persoonlijkheidsproblematiek [Don’t act out, live through].
Houten: Bohn Staﬂeu van Loghum, 2007.
36. Linehan MM. Borderline persoonlijkheidsstoornisstoornis.
Handleiding voor training en therapie. Lisse: Swets &
Zeitlinger Publishers, 1996.
37. Young JE. Cognitive therapy for personality disorders: A
schema-focused approach, revised Edition. Sarasota, FL:
Professional Resource Press, 1994.
38. Field A. Discovering statistics using SPSS, Third Edition.
London: Sage, 2009.
39. Kraus MW, Chen S, & Keltner D. The power to be me:
Power elevates self-concept consistency and authenticity.
J Exp Soc Psychol 2011; 47(5): 974–80.
40. Haeyen S, van Hooren S, Dehue F & Hutschemaekers
G. (Forthcoming) Development of an art-therapy
intervention for patients with personality disorders: An
intervention mapping study.
41. Lusebrink V. Assessment and therapeutic application of
the expressive therapies continuum. Art Ther 2010;
27(4): 166–70.
42. Pénzes I, van Hooren S, Dokter D, Smeijsters H, &
Hutschemaekers G. Material interaction in art therapy
assessment. Art Psychother 2014; 41(5): 484–92.
43. Rubin J. Approaches to art therapy: Theory and technique.
New York, NY: Routledge, 2001.
44. Schweizer C, Bruyn J, Haeyen S, Henskens B,
Rutten-Saris M, & Visser H. Handboek beeldende
therapie. Uit de verf [Art therapy handbook. Express
yourself]. Houten, the Netherlands: Bohn Staﬂeu &
van Loghum, 2009.
45. Aldao A, Nolen-Hoeksema S, & Schweizer S. Emotion-
regulation strategies across psychopathology: A meta-
analytic review. Clin Psychol Rev 2010; 30: 217–37.
46. Gross JJ. The emerging ﬁeld of emotion regulation: An
integrative review. Rev Gen Psychol 1998; 2: 271–99.
13Measuring the contribution of art therapy
© 2017 The Authors Personality and Mental Health Published by John Wiley & Sons Ltd 12: 3–14 (2018)
DOI: 10.1002/pmh
47. Koole SL, & Rothermund K. “I feel better but I don’t
know why”: The psychology of implicit emotion
regulation. Cognit Emot 2011; 25: 389–99.
48. Verfaille M. Mentalizing in arts therapies. London, UK:
Karnac Books, 2016.
49. Huckvale K, & Learmonth M. A case example of art
therapy in relation to dialectical behaviour therapy. Int
J Art Theory Inscape 2009; 14(2): 52–63.
50. Van Vreeswijk M, Broersen J, Bloo J, & Haeyen S.
Techniques within schema therapy. In: van Vreeswijk
M, Broersen J, & Nadort M (eds). The Wiley-
Blackwell handbook of schema therapy: Theory, research,
and practice, pp. 185–97. West Sussex, UK: John Wiley
& Sons, 2012.
51. Finn S, & Tonsager M. Information-gathering and
therapeutic models of assessment: Complementary
paradigms. Am Psychol Assoc 1997; 9(4): 374–85.
52. Barnicot K, Katsakou C, Marougka S, & Priebe S.
Treatment completion in psychotherapy for borderline
personality disorder: A systematic review and meta-
analysis. Acta Psychiatr Scand 2011; 123(5): 327–38.
53. Lambert M, Whipple J, Hawkins E, Vermeersch D,
Nielsen S, & Smart D. Is it time for clinicians to
routinely track patient outcome? A meta-analysis. Clin
Psychol Sci Pract 2003; 10: 288–301.
54. Sapyta J, Riemer M, & Bickman L. Feedback to
clinicians: Theory, research and practice. J Clin Psychol
2005; 61(2): 145–53.
Address correspondence to: Suzanne Haeyen,
MATh, Art Therapist, GGNet, centrum voor
geestelijke gezondheid, Apeldoorn, The
Netherlands. Email: s.haeyen@ggnet.nl
14 Suzanne Haeyen et al.
© 2017 The Authors Personality and Mental Health Published by John Wiley & Sons Ltd 12: 3–14 (2018)
DOI: 10.1002/pmh
